Isleworth, Middlesex)
Miss A G, aged 33. Secretary History: An 'influenzal' attack in October 1972 treated with two weeks oxytetracycline, but followed subsequently by episodes of anorexia, vomiting, lassitude and generalized aches. Anmmia was found and she had oral ferrous sulphate 200 mg three times daily from her general practitioner; this failed to raise the haemoglobin level after two months. Normal menstrual blood loss and no frank gastrointestinal blood loss. Admission to hospital was for the investigation of an anmmia refractory to oral iron. On examination: Anxemic with bilateral kidney enlargement. Normotensive (blood pressure 140/ 80) with no cardiac or retinal abnormality. Investigations: Hb 6.6 g/100 ml; WBC 9000/mM3, normal differential; film: rouleaux formation, microcytic, anisocytosis, poikilocytosis. ESR 148 mm in 1 hour (Westergren). Bone marrow: normoblastic marrow but excess of stainable iron.
Blood urea 104 mg/100 ml. Electrolytes normal but creatinine clearance 10 mif/mmn (27.11.72) .
Straight X-ray of abdomen showed dilated renal calyces. IVP confirmed gross hydronephrosis and dilated ureters with obstruction at the lower end of both ureters. Ureterogram: bilateral stenosis at the ureteric orifices with gross dilatation of the ureters proximally ( Fig IA) . Operation (6.12.72): Both ureters were obstructed laterally by a symmetrical small plaque of fibrous tissue on each side of the cervix, each plaque being 1.5 cm in diameter. There was no generalized involvement of the pelvis by endometriosis. It was impossible to dissect the ureters out of the fibrous tissue; they were therefore divided and reimplanted in the bladder by a split cuff and tunnel technique.
Histology: Areas of endometriosis surrounded by fibrosis. Progress: The heemoglobin has remained normal since blood transfusion at the time of operation and the blood urea has returned to normal. The patient remains well and symptom-free. Repeat IVP after surgery showed reduction in size of the hydronephrosis and the ureters had returned to normal size (Fig 1B) . Micturating cystogram did not show any vesicoureteric reflux. She was treated postoperatively with norethisterone (Primolut N) 5 mg daily, which will be continued for at least a year. In April 1973 she was clinically well and working.
Comment
The diagnosis prior to surgery was bilateral obstruction at lower end of ureters, possibly due to retroperitoneal fibrosis, or a pelvic carcinoma. A high-dosage IVP technique and ureterogram may be necessary to distinguish obstructive uropathy from polycystic kidneys, but a straight X-ray of the abdomen in the present case revealed dilated ureters.
Failure of the anemia to respond to oral iron led to the diagnosis of anmmia of chronic renal insufficiency, which may have been adversely affected by increased protein catabolism induced by oxytetracycline.
Periureteral endometriosis is uncommon, but Bates & Beecham (1969) described 64 cases so that it is not a very rare condition. It is often clinically impossible at operation to distinguish it from pelvic cancer. Morse & Perry (1928) described a patient with bilateral ureteral obstruction due to endometriosis who died of chronic renal failure, and in whom the diagnosis was established at autopsy. Bilateral ureteral obstructive uropathy due to endometriosis diagnosed in life has led to successful clinical and radiological improvement with normal blood and biochemistry levels postoperatively.
